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Medical Board complaints against physicians 
due to communication: 
Analysis of NC Medical Board Data, 2002–2012

By Phil Davignon, PhD; Aaron Young, PhD; David Johnson, MA

Introduction
In 2012, the 69 state and territorial medical boards of the 

United States took 9,219 actions against the licenses of 4,479 
physicians.1 The vast majority of these actions originated as a 
complaint reported by patients or their family members. The 
literature addressing the bases for patient complaints leading 
to disciplinary actions by state medical boards is minimal as the 
focus to date has been on state-specific and aggregate actions.2 

Several studies, however, have examined communication as 
a factor in negative outcomes. One study found “significant 
differences” in the communication behaviors of primary care 
physicians that aligned with malpractice claims history.3 A 
study of obstetricians showed that those physicians sued more 
often were cited for the “interpersonal care” they provided.4 
Similarly, one study found that scores on the communication 
and clinical decision-making components of Canada’s 
licensing examination were predictive of later complaints to 
that country’s medical regulatory authorities.5

The importance of communication as a core competency 
critical to physicians’ effectiveness in practice has 
been affirmed across the continuum of medical 
education by accrediting, certifying and licensing 
bodies. Communication and interpersonal skills 
have been identified as a critical competency 
for physicians in graduate medical education,6,7 

specialty board certification,8,9 and since 
2004, for inclusion in the examinations 
accepted for medical licensure in this 
country (United States Medical Licensing 
Examination and Comprehensive Osteopathic 
Medical Licensing Examination).

Conversations with various executive directors 
and members of state medical boards on this 
subject routinely include personal observations 
that communication issues are a factor in many of the 

complaints received by state medical boards each year. Our 
objective is to begin moving the discussion beyond anecdotal 
evidence by examining complaints against physicians received 
by the North Carolina Medical Board since the year 2002, and 
the extent to which communication issues are identified as a 
reason for the complaint.

Methodology
The North Carolina Medical Board’s Complaint 

Department maintains records on complaints filed against 
physicians licensed in the state. The departments vital to 
the North Carolina Medical Board’s mission to protect the 
public through physician discipline, as complaints submitted 
by patients and/or family members are the primary means 

by which the board learns about physician 
impropriety. In addition to patient 
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complaints, the department also receives complaints that 
originate from other sources, including disciplinary actions 
from other states. Complaints are received and evaluated by staff 
within the department, who review each case and determine 
whether the complaint relates to a violation of board policy 
or state law, thereby warranting a formal investigation and 
possible disciplinary action against the physician. According 
to state law, individuals who file complaints against physicians 
licensed in North Carolina are entitled to learn the outcome of 
their complaint. Thus, decisions to open an investigation (or a 
determination not to) are communicated to the party making 
the original complaint.

The North Carolina Medical Board began compiling, 
categorizing, and maintaining its current database of 
information about complaints towards physicians in 1978, and 
by the late 1980s, the board began to accumulate significant 
data that might be useful for longitudinal analysis. Complaints 
have steadily risen since the turn of the century, an increase 
that can be partly attributed to the board beginning to accept 
complaints by email in 2006. The North Carolina Medical Board 
categorizes complaints into nearly 100 categories, reporting the 
primary reason, as well as up to four secondary reasons for the 
complaint. Using data from 2002 to 2012, our research focuses 
on complaints against physicians licensed by the North Carolina 
Medical Board, to determine the extent to which communication 

issues contribute to complaints against physicians.

Results
An examination of the data revealed communication 

issues, out-of-state actions and quality of care are the top 
three reasons for complaints against physicians licensed in 
North Carolina. As demonstrated in Figure 1, communication 
issues have frequently been the top reason for complaints 
against physicians. In the mid 2000s, out-of-state actions* 
and quality-of-care complaints surpassed communication 
complaints as the most prevalent reason for complaint, but 
from 2008 to 2012 communication issues were again the 
top reason for physician complaints. Between 2010 and 
2012, more than 500 complaints made to the North Carolina 
Medical Board involved communications with the physician 
as the primary reason for the complaint.

Communication issues are also the top reason for 
complaints against physicians when examining both primary 
and secondary reasons. Since 2008, communication issues 
have been the top reason for physician complaints, being a 
primary or secondary reason for more than 800 physician 
complaints in 2012. Communication issues also represent a 
sizeable proportion of the total number of complaints made 
against physicians each year in North Carolina. Since 2008, 
more than one in five complaints made to the North Carolina 
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Figure 1: Primary Reason for Complaints 2002-2012
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Medical Board were related to communication issues. It should 
also be noted that the prevalence of communication-based 
complaints may even be understated, as communication may 
have also played a role in complaints that are categorized as 
out-of-state actions.

The nature of the communication complaints against 
physicians varied markedly. Frequently cited reasons included 
the following: failure by the physician to consider the patient’s 
unique intellectual or cultural background; failure of the 
physician to maintain an appropriate level of professionalism 
when confronted with a difficult or contentious patient; 
lack of timely follow-up communication with patients about 
abnormal laboratory studies; and the insufficient attention to 
properly communicating appropriate details of the physician’s 
plan of care or treatment decisions.

Discussion
This analysis suggests that communication issues may 

be one of the most prevalent reasons for complaints against 
physicians to state medical boards. Communication skills 
are vital for physicians to effectively provide patient care, 
and poor communication skills are tied to negative outcomes 
such as malpractice claims.3 In addition, a comprehensive 
analysis of studies examining the effects of physician-patient 
communication found a strong relationship to patient 

outcomes,10 while another meta-analysis revealed that 
communication is highly correlated with patient adherence to 
treatment.11

Medical schools, specialty boards, and assessment 
organizations such as the National Board of Medical 
Examiners and the National Board of Osteopathic Medical 
Examiners recognize the importance of communication 
skills to the successful practice of medicine, as they require 
physicians to demonstrate competency in clinical skills such as 
communication. This paper lends further support to the idea 
that clinical skills such as communication are vital to effective 
medical practice, perhaps suggesting that healthcare entities 
should focus on physician communication skills as they seek 
to improve patient care and decrease patient complaints. 

*The North Carolina Medical Board resolved a backlog of formal 
out-of-state actions between 2003 and 2004, resulting in a 
temporary spike in complaints during that time frame. 
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Figure 2: Primary and Secondary Reasons for Complaints (2002-2012)
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New position statement addresses obligation 
to report child abuse and neglect

The Board adopted a new position statement (published below) on recognizing and reporting suspected child maltreatment 
at its September meeting. 

Also at the September meeting, the Board reviewed and approved the following position statement with no changes:

• Advertising and publicity

The complete Position Statements of the Board are available online and in pdf format at www.ncmedboard.org/position_
statements.

CHILD MALTREATMENT
It is the position of the North Carolina Medical Board that 

child maltreatment (abuse and neglect) presents a significant 
risk to the health and well-being of North Carolinians.  The 
Board’s licensees have a legal responsibility to report as soon as 
practicable “cases involving recurrent illness or serious physical 
injury to any child under the age of 18 years where the illness or 
injury appears, in the physician’s professional judgment, to be 
the result of non-accidental trauma.” N.C.G.S. § 90-21.20(c1).*  
This legal and ethical obligation requires a licensee to recognize 
the signs, symptoms, and etiology of child maltreatment.  
Licensees are also encouraged to learn how to refer children for 
expert medical evaluations of possible maltreatment.**

*This obligation specific to physicians is in addition to 
the legal requirement that any person or institution in 
North Carolina “who has cause to suspect that any juvenile 
is abused, neglected, or dependent, as defined by G.S. 7B-
101, or has died as the result of maltreatment, shall report 
the case of that juvenile to the director of the department of 
social services in the county where the juvenile resides or is 
found.”  N.C.G.S. § 7B-301(a).

**Web-based training on “Recognizing and Responding 
to Suspicions of Child Maltreatment” is available at www.
preventchildabusenc.org/index.cfm?fuseaction=cms.
page&id=1047.
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